Shifting demographics have raised concerns about the costs of long-term care. As society ages, increasing numbers of Americans are likely to become frail and require personal care assistance in upcoming years. At the same time, continued growth in the employment of women, combined with reductions in family size, may limit the number of family members available to provide informal care to frail elders at home. If informal home care were to enable people with disabilities to remain in the community and avoid expensive nursing home care, future reductions in care provided by family members to frail elders would have serious repercussions. Such reductions in care could force many frail elders into nursing homes and out of the community, where most older adults prefer to live. They also could strain federal and state Medicaid budgets, because Medicaid is the largest payer of nursing home expenses. Moreover, pol-icy initiatives to encourage family caregiving would be most cost effective if informal care promoted independent living in the community. Thus, understanding the relationship between the provision of informal care by family members and subsequent nursing home admissions by the frail elderly is critical to the formulation of sound long-term care policy.
There are important gaps in our understanding of how informal care from family members affects subsequent nursing home entry by elderly Americans. Evidence from existing research is mixed. Several studies have found that nursing home admissions are related to family structure (Jette, Tennstedt, and Crawford 1995; Boaz and Muller 1994; Freedman 1996; Headen 1993) . In particular, they have found that the presence of a spouse and the number of adult children reduce the probability of institutionalization, presumably because spouses and chil-dren often can provide sufficient help with basic activities to enable frail elders to remain in the community. However, other studies have found that caregiving activities do not significantly reduce nursing home admission rates (Hanley et al. 1990; Newman and Struyk 1990) . A critical shortcoming of these studies, though, is that they used methodologies that fail to account for the endogeneity of caregiving decisions. If unobserved characteristics, such as unobserved health problems, increase both the probability of receiving informal care and of entering a nursing home, failing to account for them may bias upward estimates of the impact of caregiving on nursing home entry, and even may lead to the conclusion that family care and nursing home admissions are positively related when in fact they are negatively related to each other. This paper examines the effects of informal care from adult children on nursing home admissions. Using data from the Study of Asset and Health Dynamics Among the Oldest Old (AHEAD), we jointly model the receipt of regular personal care assistance from an adult child and any nursing home use during the subsequent two-year period for a random sample of Americans age 70 and older. By jointly modeling these two outcomes, we can correct for the potential correlation between unobserved factors that affect the receipt of informal care and those that affect subsequent nursing home admissions. We find that regular assistance with basic activities from adult children substantially reduces the likelihood of subsequent nursing home use.
Background
A minority of elderly Americans with long-term care needs reside in nursing homes. Only 1.5 million Americans age 65 and older were receiving nursing home care in 1997, while 2.1 million elderly Americans living in the community needed help with personal care needs, such as eating, bathing, dressing, or getting around inside their home (National Center for Health Statistics 2000) . The proportion of elderly people in nursing homes has been falling in recent years, having declined by about 10% between 1985 and 1995 (Bishop 1999) , perhaps because of improvements in the health of the elderly and the availability of alternative living arrangements, such as assisted living. Nonetheless, the risk of institutionalization, at least for a period of time, remains high. About 27% of all people age 25 or older will be admitted to a nursing home at some point in their lives, and they will remain there for an average of 2.4 years (Murtaugh et al. 1997) . Women who reach age 65 have a 50% chance of being admitted to a nursing home prior to death (Kemper and Murtaugh 1991) .
Because of its high cost, nursing home use generally dominates discussions about longterm care. The average cost of nursing home care in 1996 was about $36,000 per year or about $100 per day (Rhoades and Sommers 2000) . 1 Most nursing home costs are financed by public sources, with Medicaid paying 44% and Medicare paying 19% of expenses. However, out-of-pocket spending on nursing homes is also substantial. In 1996, according to data from the Medical Expenditure Panel Survey (MEPS), 30% of costs were paid out of pocket, and 37% of residents paid more than $5,000 per year out of pocket on nursing home expenses (Rhoades and Sommers 2000) . Approximately one-third of discharged nursing home residents admitted as private pay had spent down to Medicaid by the time of their discharge (Wiener, Sullivan, and Skaggs 1996) . Private long-term care insurance is still rare and covered only about 4% of nursing home expenses in 1996.
Most of the elderly with long-term care needs receive help at home, not in nursing homes. About two-thirds of those age 70 and older who live in the community but have difficulty completing basic activities receive assistance from family, friends, or paid helpers (McGarry 1998) . Most of the help received by married people comes from their spouses, while single individuals rely predominantly upon their adult children. Adult children account for one-third of helpers for frail elders who are no longer married; about one in six elders who are no longer married and receive help in the community live with an adult child (McGarry 1998). Recent evidence indicates that personal characteristics of both the elderly and their adult children, including age, gender, race, marital status, and health, are important determinants of the amount of care received by parents and provided by children (Cicirelli 1983; Ettner 1996; Mui 1995; Norgard and Rodgers 1997; Silverstein and Waite 1993; Sloan, Picone, and Hoerger 1997; Spitze and Logan 1989 , 1992 Stern 1995; Stoller and Earl 1993; Wolf, Freedman, and Soldo 1997; Wolf and Soldo 1994) . Some community-dwelling elderly people also use formal home care services. In 1996, about 1.75 million elderly people received paid home care, representing about 5% of Americans age 65 and older (Munson 1999) . Although 39% of elderly people receiving home care lived alone, most lived with family members.
The cost of informal care does not receive as much attention as nursing home care, but it can be quite expensive. According to one recent estimate, the value of time devoted to informal care amounted to $196 billion in 1997 (Arno, Levine, and Memmott 1999) . Several studies have found that caregivers substantially reduce their labor supply when they provide care to their frail parents. For example, Johnson and Lo Sasso (2001) found that women who spent time helping their parents, either with basic personal activities or with errands and chores, cut back their paid work hours by about 550 hours per year, or 58%. This loss in paid work hours translates on average into about $10,300 in foregone wages per year in 1998 dollars. Ettner (1995 Ettner ( , 1996 also found large negative effects of caregiving on women's labor supply. 2 As increasing numbers of women participate in the labor force and the opportunity cost of informal care rises, more frail elderly people are using formal home care services. Liu, Manton, and Aragon (2000) report that the proportion of older people with disabilities who relied only on informal helpers declined from 74% in 1982 to 64% in 1994. During the same period, the share of older people with disabilities who received assistance only from paid helpers increased from 5.4% to 7.8%, while the share using both paid and unpaid helpers increased from 21% to 28%. Although the observed increase in the use of paid helpers may result in part from rising incomes for older adults and from recent expansions in Medicare financing of home care services (Feder, Komisar, and Niefeld 2000) , increasing time pressures on women also may play a role.
Although numerous studies have examined the relationship between social support and institutional care, there is no consensus in the literature on whether help from family members affects nursing home admissions. Several researchers have estimated models of nursing home entry that included the presence or num-ber of caregivers among the covariates. Using data from the National Long-Term Care Survey, Hanley et al. (1990) and Newman and Struyk (1990) found that help from informal caregivers did not significantly reduce nursing home admission rates. However, using the same survey, Boaz and Muller (1994) found that the presence of a spousal caregiver reduced long-term nursing home admissions by seven percentage points and that children caregivers reduced long-term admission rates by five percentage points. Family caregivers did not reduce the likelihood of nursing home stays that were fewer than three months. Jette, Tennstedt, and Crawford (1995) found that the presence of a spousal caregiver significantly reduced admissions in a sample of 634 disabled elders in Massachusetts, but the number of informal care hours did not affect nursing home entry. A critical limitation of all these studies is that they failed to account for the endogeneity of informal care, which can bias their estimates and undermine their conclusions.
Other studies have examined the relationship between nursing home admissions and family structure, which may reflect the availability of informal care. Freedman (1996) found that married elders have about half the risk of a nursing home admission as unmarried people, and the presence of at least one daughter or a sibling of the elder reduces an older person's chances of admission by about one-fourth (Freedman 1996) . Elderly people with daughters may be able to delay nursing home entry because their daughters provide care for them. Headen (1993) also found that the size of the network of potential caregivers, measured by the number of household members and the number of adult children living outside the household, significantly reduced elderly nursing home admission rates. However, more recent work by Charles and Sevak (2001) , based on a nationally representative sample of older adults, did not find evidence that the presence or number of adult children or the number of daughters affects nursing home entry, but the study examined only a small number of nursing home admissions.
A number of public policy initiatives recently have become law or have been proposed to encourage families to provide care to their frail members. The Family and Medical Leave Act of 1993 requires employers to provide up to 12 weeks of unpaid leave to workers who need time off to care for family members. Many states offer family caregivers special services, including respite care, care management, education, and training, and some states offer families direct financial assistance to offset some of the costs associated with elder care (Coleman 2000) . The federal government provided $128 million to states in 2002 to support these programs, under the new National Family Caregiver Support Program. Sen. Charles Grassley (R-Iowa), former chairman of the Senate Finance Committee, introduced legislation in March 2001 to provide a $3,000 tax credit for people with functional limitations who incur long-term care expenses or for the family members who care for them, although the legislation did not become law. Finally, some large employers are responding to perceived increases in caregiver demands by offering special benefits for employees who care for elderly relatives, such as providing them with free geriatric care managers. To evaluate these initiatives, we need better information on the relationship between care received at home and subsequent nursing home admissions.
Statistical Methods
We measured the impact of informal care on the likelihood that frail elders remain in the community by jointly modeling the receipt of regular help from children and subsequent nursing home admissions. A joint model enables us to correct for the potential correlation of unobserved factors that influence the receipt of informal care with those that influence nursing home admissions. Failing to account for these correlations could bias our estimates. For example, unobserved health problems are likely to increase both the likelihood of receiving informal care and the likelihood of subsequently entering a nursing home. In a simple single-equation model of nursing home entry, the coefficient on informal care would capture the effect of unobservable health problems on nursing home care as well as the effect of family care. Because unobserved health problems increase the likelihood of nursing home entry, the estimated effect of informal care on nursing home use in a single-equation model would be biased upward. Estimating a joint model of informal care and nursing home entry helps to eliminate this bias.
We estimated the following simultaneous equation model of the receipt of any informal care from adult children (Care) and any nursing home use in the subsequent period (Nurse):
where x is a vector of respondent characteristics, z is a vector of adult child characteristics, t indexes the time period, i indexes individual families, and m is the number of months in the time period. The starred dependent variables represent the underlying continuous latent variables of interest; the nonstarred variable (Care) represents the actual observed binary outcome. The terms ⑀ and u represent joint normally distributed disturbance terms. Under the joint normality assumption, the model can be estimated with a bivariate probit.
The vector x of parental characteristics included physical health, cognitive impairments, demographics, and economic status, all measured at study baseline. We expected that physical and cognitive health problems would increase both the probability of receiving help from children and the probability of entering a nursing home. The demographic characteristics in the model consisted of age, gender, race, and marital status. We expected that married people would be less likely to receive care from children than widowed or divorced people, because those who are married often receive help from their spouses. In addition, help from spouses may enable frail elders to remain in the community, so we expected that married people would be less likely to receive nursing home care than unmarried people. Racial differences in informal care and nursing home entry may reflect cultural differences in attitudes about the appropriate role of the family in caring for the elderly.
The predicted effects of economic status in the model are more ambiguous. Wealth might reduce nursing home care, by improving access to alternative sources of community-based care, such as paid home care services and assisted living residences. In addition, wealthy nursing home residents are not eligible for Medicaid, raising their out-of-pocket costs for nursing home care. However, those with substantial wealth may be more willing to purchase nursing home services, despite their high costs, than less affluent older adults. The predicted impact of parental economic status on informal care depends on the motivation for providing help. If children are motivated to help their parents out of feelings of altruism, then help from children may become less likely as the parent's economic status rises, because affluent parents may be better able to purchase formal home care services. However, if children tend to provide services to their parents in hopes of receiving a large bequest (Bernheim, Shleifer, and Summers 1985) , help may increase with wealth, because wealthy parents tend to leave larger bequests.
The model was statistically identified by including child characteristics in the informal care equation (the z vector) and excluding them from the nursing home equation. Thus, our model assumes that children have no direct effect on nursing home use, but influence it indirectly through their effects on informal care. We expected that the likelihood of receiving help from children would increase with the number of children. In addition, we expected that the presence of children with few competing time demands, such as those without children of their own, would increase the chances that parents received informal care. We expected that the effects would be especially large for daughters, because daughters are more likely to care for their parents than sons (Mui 1995) . After experimenting with several alternative measures of child characteristics, we included in our final specification a variable measuring the total number of adult children and an indicator for the presence of a daughter who has no minor children of her own still living at home or who never had any children of her own. 3 The estimating sample included some individuals who did not survive until the end of the second period, and thus were at risk for receiving nursing home care for less time than survivors. To account for differences in the length of the risk period, equation 1 also included a variable for each observation measuring the length in months of the second period.
Data and Measures
The data for our study were from AHEAD, a nationally representative longitudinal survey of Americans age 70 and older living in the community at the time of the baseline interview. This survey was particularly useful for a study of the relationship between informal care and nursing home admissions because it included detailed information on health and disability, the amount and type of assistance received from family members, the number and characteristics of children, and nursing home admissions for a large sample of older Americans who might need help with personal activities.
Conducted by the University of Michigan for the National Institute on Aging, AHEAD completed interviews in 1993 with 7,447 individuals born before 1924. 4 Blacks, Hispanics, and Florida residents were sampled at twice their rates in the population. Proxy interviews were obtained for respondents who were too ill to complete the survey themselves. Almost 11% of baseline interviews were completed by proxies, who were generally the spouses or children of the respondents. All respondents were living in the community at the time of the baseline interview, but they were followed into nursing homes as necessary in the 1995 follow-up interview. All information from respondents living in nursing homes was collected from proxies. Between the 1993 and 1995 interviews, 793 respondents died. Exit interviews were solicited from proxies for these respondents. In 1995, interviews were obtained from 6,237 surviving respondents and 726 proxies for deceased respondents.
Key Measures
The 1995 survey indicated whether each surviving respondent was institutionalized at the time of the follow-up interview and whether each deceased respondent died in a nursing home. In addition, respondents and their proxies were asked at the 1995 interview or exit interview whether they had ever been in a nursing home since the first interview in 1993. We created an indicator for whether each respondent had ever been admitted to a nursing home between the 1993 interview and the 1995 interview or the time of their death. This measure was our primary dependent variable.
Each respondent was asked a detailed series of questions about their health and functional ability. At the baseline interview, respondents were asked whether they had any difficulty with, or received any help with, a series of basic activities of daily living (ADLs). These ADLs consisted of moving across the room, dressing, bathing, eating, getting in and out of bed, and using the toilet. Respondents also were asked whether they were able to complete a series of instrumental activities of daily living (IADLs) without help. These activities included preparing hot meals, shopping for groceries, making telephone calls, taking medication, and managing money. We created an index of ADL limitations by summing the number of ADLs each respondent reported difficulty completing, receiving assistance to complete, or not doing. (We assumed that individuals did not perform a basic activity because they were unable to do so.) We created an index of IADL limitations by summing the number of IADLs they could not complete or did not do because of health problems.
For each ADL task for which help was received, respondents indicated whether they received help all or most of the time, some of the time, or only occasionally. If they reported receiving help most of the time, they were asked how they were related to the person who helped them most often. For each IADL task for which help was received, respondents identified the two helpers who assisted them most often. We created an indicator for whether the respondent received assistance with at least one ADL from a child all or most of the time. We also created an indicator for whether a child was one of the respondent's two most important IADL helpers or the child provided ADL help most of the time. (The first measure is a subset of the second.) By creating these two alternative measures of help from children, we were able to examine whether the effects of caregiving depend on the type of help received, and in particular whether only help with basic personal activities delays nursing home entry.
The AHEAD survey also collected information on cognitive functioning. A cognitive test, known as the ''Telephone Interview for Cognitive Status'' (TICS) (Brandt, Spencer, and Folstein 1988 ) and consisting of four memory and two executive functioning tasks, was adminis-tered to all respondents who answered for themselves. Higher scores on the test indicated better functioning; the maximum test score was 35. 5 We classified respondents who scored eight or lower as severely cognitively impaired. This threshold appeared to generate the same prevalence of severe cognitive impairment in the AHEAD sample as in the general population age 70 and older (Herzog and Wallace 1997) . However, the cognitive functioning score was not available for those whose responses were provided by proxy. Instead, proxies were asked how they would rate the respondent's memory and judgment and ability to make decisions. Following Freedman, Aykan, and Martin (2000), we classified people whose responses were provided by proxy as severely cognitively impaired if the proxies described them as having poor memory and poor judgment.
In addition, the survey asked respondents to describe their overall health status as excellent, very good, good, fair, or poor. Together, the independent variables we used to measure health in our models consisted of the number of ADL limitations, the number of IADL limitations, an indicator for severe cognitive impairment, and indicators for self-reported health status.
Measures of economic status available in AHEAD included wealth and educational attainment. We measured wealth by summing the value of real estate holdings (excluding the respondent's primary residence), business assets, IRAs, stocks and mutual funds, bank accounts, bonds, trusts, and other assets, and subtracting any debts. 6 To express values in per-capita terms, we divided wealth for married people by the square root of two, a common adjustment factor that accounts for economies of scale in household production (National Research Council 1995) .
The AHEAD survey also collected detailed information about respondents' children. Respondents reported the gender, age, marital status, educational attainment, and work status for each of their surviving children, and whether they lived nearby. They also indicated the number of children for each of their own children. We created a measure of the number of children for each respondent and an indicator for the presence of a daughter who had no minor children of her own living at home or who never had any children of her own. 7
Analytic Sample
We restricted our sample to respondents who were age 70 or older at the baseline 1993 interview, who reported having at least one surviving child, and for whom information on nursing home care after the baseline interview was available, either through the 1995 interview for survivors or an exit interview for decedents. We eliminated childless respondents from our study because they cannot receive help from children. About 14% of age-eligible AHEAD respondents did not have any surviving children in 1993. We classified respondents as being frail if they reported any ADL or IADL limitations at the baseline interview. The final sample consisted of 5,792 respondents, 466 of whom died before the 1995 interview and 1,757 of whom were frail at baseline. We estimated the model first on the full sample and then on the frail subsample, because individuals with activity limitations are much more likely to receive informal care and nursing home care than the general population. We also estimated our models using two alternative definitions of informal care from children: help with ADLs and help with ADLs or IADLs. Table 1 reports the percentage of respondents in our sample who received ADL assistance from their children all or most of the time and those who received regular ADL or IADL assistance from their children, by health and demographic characteristics. Estimates are presented for both the full sample and the frail subsample. (Asterisks indicate whether the probability of receiving help differs significantly (p Ͻ .05) within category by health and demographic characteristics of the respondent, as determined by joint F-tests from one-way ANOVAs.) All estimates were weighted to account for the oversampling of blacks, Hispanics, and Florida residents in AHEAD.
Results
Overall, we found that few elderly Americans living in the community received regular help from their children with activities of daily living. Only 2% of those age 70 and older with adult children received ADL help most of the time, while about 11% received regular help with ADLs or IADLs. Assistance was more common in the frail subsample. One-third of re-spondents with an ADL or IADL limitation received regular help from their children, although only 7% received ADL help most of the time.
The probability of receiving help increased with health problems. Overall, only one out of four respondents reported any ADL limitations, and fewer than 8% reported more than three ADL limitations. Those with difficulties performing several different activities were much more likely to receive help than other respondents. Among those with more than three ADL limitations, 20% received ADL help from their children most of the time and 45% received regular ADL or IADL help. Slightly more than half of those with at least one IADL limitation received some type of regular help from their children.
Although relatively few older adults exhibited severe cognitive impairment, they were much more likely than those with better cognitive functioning to receive frequent assistance from their children. Slightly more than 4% of the respondents in the full sample and only 11% of respondents with an ADL or IADL limitation were severely cognitively impaired. But nearly 15% of those with severe cognitive impairment received help with ADLs most of the time, and 40% received help with ADLs or IADLs.
The likelihood of receiving help increased with the number of adult children. About onehalf of the sample had two or three children, while about one-fifth had only one child and one-fifth had between four and six children. Only 6% of the sample had more than six children. However, those with more than six children were twice as likely to receive ADL help as those with only one child. Respondents with at least one childless daughter were somewhat more likely to receive ADL help than those without a childless daughter, but the difference was significant only in the frail subsample.
The receipt of help from children varied systematically with other demographic characteristics of the respondent. Divorced and widowed people were much more likely to receive help from their children than married people, probably because unmarried people cannot rely upon a spouse for personal care assistance. Blacks and Hispanics were significantly more likely than whites to receive help from their children. The racial variation could reflect cultural differences or differences by race in health and func- Source: Authors' tabulation from the 1993 AHEAD. Note: The sample is restricted to those with surviving adult children. * Indicates significant differences (p Ͻ .05) across the indicated variable in the probability of receiving help from children as determined by joint F-tests from one-way ANOVAs. tional ability. Differences in the receipt of help from children also were evident by wealth and educational attainment. In the full sample, those in the bottom wealth quartile were almost 20 times more likely to receive ADL help from their children than those in the top quartile. Elderly people with limited assets may receive more help from their children because they lack sufficient resources to purchase formal home care or because they tend to have more health problems than those with more assets. Table 2 reports the percentage of respondents in our sample who entered a nursing home between the 1993 and 1995 interviews, by health and demographic characteristics of the respondent. All characteristics were measured at baseline. Among those age 70 and older who had at least one adult child and lived in the community in 1993, 10% entered a nursing home at least once between 1993 and 1995. In the frail subsample, 21% entered a nursing home. Many of these nursing home stays were relatively short, having ended by the time of the follow-up interview. Only 3.6% of the full nondecedent sample and 9.2% of the frail nondecedent sample were living in nursing homes at the time of the 1995 interview.
Nursing home admissions were much more common among those who received help from their children at the time of the baseline interview than among those who did not receive help. For example, in the full sample, 44% of those who received ADL assistance from their children subsequently entered a nursing home, compared with only 9% of those who did not receive ADL help. The pattern was similar in the frail subsample. The positive correlation between help from children and subsequent nursing home entry probably results from the confounding effects of health status, which is not controlled for in these simple tabulations. Elderly people who receive help from their children are much more likely to have serious health problems than those who do not receive help. Multivariate models are necessary to understand the relationship between the receipt of informal care from children and subsequent nursing home use.
As expected, nursing home entry rates increased with baseline health problems. For example, 33% of those who reported more than three ADL limitations in 1993 were admitted to nursing homes between 1993 and 1995, compared with only 6% of those who reported no ADL limitations in 1993. Nursing home entry rates also significantly increased with the number of baseline IADL limitations and functional limitations.
Nursing home entry rates also varied by demographic characteristics. Married people were less likely to receive nursing home care than those who were divorced or widowed. Women were more likely than men to enter nursing homes, but the differences were significant only in the full sample and age was not controlled for in this comparison. Rates of nursing home entry did not differ significantly by race, despite the fact that minorities were more likely than whites to receive assistance from children. Nursing home entry rates were also relatively high for those with limited wealth and education.
Determinants of Nursing Home Entry
Coefficient estimates, standard errors, and marginal probability effects calculated at the sample means from our bivariate probit models are reported in Table 3 , when informal care was defined as the receipt of ADL help from a child all or most of the time. Estimates are provided for the entire sample and for the frail subsample. Because the estimates were similar in the two samples, we generally restrict our subsequent discussion to results from the frail subsample, because elderly people with physical problems at baseline are much more likely to receive help and enter nursing homes than the general elderly population.
The receipt of ADL help from a child all or most of the time substantially reduced the likelihood of subsequent nursing home entry. Americans age 70 and older with disabilities who received frequent ADL help at baseline from their children were almost 13 percentage points less likely to use any nursing home services over the following two years. This translates into a 60% reduction in the probability of entering nursing homes for those receiving ADL help, because about 21% of the frail subsample received nursing home care during the period. The estimated effects were similar for the full sample, 10% of whom received nursing home care during the period. Among all people age 70 or older with surviving children, the receipt of ADL help Source: Authors' tabulation from the 1993 and 1995 AHEAD. Note: The sample is restricted to those with surviving adult children. All respondents were living in the community at the time of the baseline interview. All characteristics were measured at baseline. * Indicates significant differences (p Ͻ .05) across the indicated variable in the probability of entering a nursing home as determined by joint F-tests from one-way ANOVAs. from a child all or most of the time reduced the probability of entering nursing homes by 57% (or almost six percentage points).
Unobserved factors that affect the receipt of informal care were positively correlated with unobserved factors that affect nursing home entry. Unobserved characteristics-such as the severity of health problems, which raise the probability of receiving informal care-also raised the probability of receiving nursing home care. Failing to account for the endogeneity of informal care would bias upward the estimated effect on nursing home care. In fact, when we estimated a simple probit model of nursing home entry, we found that those who received informal care were significantly more likely to use nursing home services than those who did not receive informal care.
Baseline health also was a strong predictor of subsequent nursing home entry. In the frail subsample, each additional ADL limitation at baseline increased the probability of subsequent nursing home use on average 10% (or two percentage points), while each additional IADL limitation increased nursing home use by 22% (or five percentage points). Older adults with severe cognitive impairment were 47% (or 10 percentage points) more likely to receive nursing home care than those with better cognitive functioning.
Nursing home entry rates also differed significantly by race, marital status, and age. Controlling for observed health status and other characteristics, Hispanics in the frail subsample were about 40% less likely than whites to use nursing home services. Having a spouse significantly reduced admission rates. For example, widowed people with physical problems were about one-third (or seven percentage points) more likely to enter nursing homes than married people. Nursing home entry rates also increased with age, but they did not differ significantly by gender, wealth, or education. The length of the risk period had a significant negative effect on the likelihood of nursing home entry because most of those with relatively short risk periods died before the follow-up interview and rates of nursing home use are highest in the last year of life. 8
Determinants of ADL Help from Children
The availability of children significantly increased the likelihood of receiving ADL help all or most of the time. In the frail subsample, each additional child increased the probability of receiving help by .4 percentage points. Since 7.4% of frail respondents received ADL help from children, each additional child increased the relative probability of receiving help by about 5%. The presence of a childless daughter substantially increased the odds of receiving help. Controlling for health and other characteristics, frail people age 70 and older with at least one childless daughter were 42% (or three percentage points) more likely to receive frequent ADL help from an adult child than other frail elders with children. The effects of children on help were substantially smaller for the full sample, many of whom did not require assistance at baseline. For example, each additional child increased the probability of receiving ADL help by only 1% (or .02 percentage points), while the presence of a childless daughter increased help by 10% (or .2 percentage points).
Health problems were important predictors of the receipt of informal care. In the frail subsample, each additional ADL limitation increased the probability of receiving regular ADL help by 18%, or 1.3 percentage points. Moreover, each additional IADL limitation increased the probability of help by 19%, or 1.4 percentage points. However, controlling for other health measures, people with severe cognitive impairment were not significantly more likely to receive informal ADL help.
Demographic factors also affected frequent ADL help from children. Widows and widowers with physical problems were about twice as likely to receive help as married people. Additionally, divorced people were significantly more likely to receive ADL help. Men were less likely to receive help than women, even controlling for their relatively high marriage rates. The likelihood of ADL help also increased with age and was higher among those with limited education. There were no significant differences by race or wealth. ADLs or IADLs from a child did not significantly reduce the likelihood of subsequent nursing home use. Most elderly Americans who received regular help from their children were receiving assistance with activities such as shopping and meal preparation. Few received help with basic personal care activities. However, help with basic personal care activities appears necessary to enable frail elders to live in the community and avoid nursing home care. The determinants of help with ADLs or IADLs were similar to those for help with ADLs alone. The likelihood that parents received ADL or IADL help from their children increased strongly with the number of children. For example, in the frail subsample, each additional child increased the likelihood of receiving help by two percentage points, or about 7% (since nearly 35% of the frail subsample received regular help from their children). These marginal effects are larger than the estimated impact of an additional child on the receipt of substantial ADL help, perhaps because ADL help is driven more by the needs of the elderly and by special family circumstances than by the availability of children. Health problems are also important determinants of help from children. In the frail subsample, each additional IADL limitation increased the likelihood of receiving help by 43% (or 15 percentage points). However, additional ADL limitations did not increase the probability of receiving help.
Effects of ADL or IADL Help from Children
Demographic factors also played an important role in the receipt of ADL or IADL help from children. Married people were less likely to receive help than those who were widowed or divorced, and women were more likely to receive help than men. Regular help from children was especially common among Hispanics. Those who did not complete high school were more likely to receive help from their children than high school graduates.
Conclusions
We found that the receipt of regular ADL help from children substantially reduced the probability of subsequent nursing home entry. Disabled Americans age 70 and older who received help from a child with basic personal care all or most of the time were about 60% less likely to receive nursing home care over a subsequent two-year period than those who did not receive regular help from their children. However, when help was measured more broadly, to include forms of care such as help preparing meals or shopping, we found no significant reduction in the likelihood of using nursing home services. Further research is needed to determine how effective regular home-based care from other sources, such as from spouses and paid caregiv-ers, are in enabling frail elders to live in the community and avoid expensive nursing home care. Also needing study is the extent to which assisted living and other intermediate forms of care for elders can substitute for nursing home care.
Our findings have important implications for policy initiatives designed to promote family caregiving. Initiatives such as respite care, tax breaks for family caregivers, and requirements that employers offer time off or flexible schedules for workers with caregiving responsibilities could reduce nursing home admissions by encouraging more families to provide care for elderly Americans. However, further research is needed on the process by which families choose to provide care to the elderly in order to assess the extent to which these programs will promote family caregiving.
At present, few elderly Americans receive regular help from their children with personal care assistance. Only about 7% of those age 70 and older with physical problems and surviving children received substantial help from their children with basic personal care. Even among frail widows and widowers who cannot rely on spouses for help, only 13% received regular personal care assistance from their children. Of course, many of the frail elderly might rely on formal home care services, perhaps paid in part by their children, which could be superior to care provided by family members. Nonetheless, because the prevalence of caregiving is fairly low, there may be real opportunities to encourage families to provide additional help to the elderly. Social and demographic trends, how-ever, threaten to reduce the amount of help that elderly Americans will receive from their families in upcoming years. Increases in divorce rates and in the number of Americans who never marry, in combination with declines in family size, may reduce the number of spouses and adult children available to provide informal care in future years. At the same time, the rise in women's employment may reduce the amount of time that adult daughters can devote to the care of their frail parents. If these trends reduce levels of informal care, and they are not offset by increases in effective paid home care services, they may lead to substantially higher rates of nursing home use among the frail elderly in the future.
Notes
An earlier version of this paper was presented at the 2001 annual meetings of the 1 According to a recent survey of nursing homes by MetLife, the average annual cost for nursing home care was $55,000 in 2000 (MetLife 2000) . 2 Other studies, however, found no significant relationship between the provision of parental care and the female labor supply, suggesting that women are able to care for their frail parents without substantially reducing their work responsibilities (Stern 1995; Wolf and Soldo 1994) . 3 Although there is no direct way of statistically testing the validity of an identifying assumption, particularly in a complex nonlinear model, we are able to test the over-identifying restrictions in our model to determine whether the child variables are validly excluded from the nursing home equation. After estimating the two-stage least squares version of our model, the test fails to reject the over-identifying restrictions for all specifications. 4 The survey also interviewed 775 spouses born in 1924 or later.
5 Respondents were asked: to recall a list of words (10 points); recall the same list about five minutes later (10 points); name the day of the week and the date (4 points); name the object that people usually use to cut paper, the prickly plant that grows in the desert, and the president and vice president of the United States (4 points); subtract seven from 100 five times (5 points); and count backwards from 20 to 10 (2 points). Following Herzog and Wallace (1997) , we assigned two points (out of 10) to those who refused the entire immediate recall task, zero points to those who refused the entire delayed recall test, and one point to those who refused to subtract seven from 100. We assigned zero points for nonresponse to a single item in a task. 6 Some older disabled adults could sell their primary residence to move into an assisted living residence or some other intermediate care setting. However, because the value of the primary residence is excluded from the asset test for Medicaid coverage of nursing home care and the focus of our paper is on nursing home entry, we chose to exclude the value of the primary residence from our measure of wealth. 7 We included all children, including those who live far from the respondent, because family members generally can choose to live near each other if children decide to care for their frail parents. 8 Among respondents in our sample who died before the 1995 interview, 62% entered a nursing home. 
Appendix Table. Means of variables included in regression models

